REGIONAL TRAUMA SYSTEMS
INTERIM GUIDANCE FOR COMMISSIONERS

THE INTERCOLLEGIATE GROUP ON TRAUMA STANDARDS
DECEMBER 2009



REGIONAL TRAUMA SYSTEMS
INTERIM GUIDANCE FOR COMMISSIONERS

THE INTERCOLLEGIATE GROUP ON TRAUMA STANDARDS
DECEMBER 2009



The / 5@
Royal
COllege Of Mixggucn:es
Surgeons of e
England S N

Produced by the Publications Department, The Royal College of Surgeons of England
Printed by Hobbs the Printers, Brunel Road, Totton, Hampshire, SO40 3WX

Professional Standards and Regulation Directorate
The Royal College of Surgeons of England

35-43 Lincoln’s Inn Fields

London

WC2A 3PE

The Royal College of Surgeons of England © 2009
Registered charity number 212808

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system
or transmitted in any form or by any means, electronic, mechanical, photocopying, recording or
otherwise, without the prior written permission of The Royal College of Surgeons of England.

While every effort has been made to ensure the accuracy of the information contained in this
publication, no guarantee can be given that all errors and omissions have been excluded. No
responsibility for loss occasioned to any person acting or refraining from action as a result of the
material in this publication can be accepted by The Royal College of Surgeons of England and
the contributors.



CONTENTS

FOT@WOI .....uouieiniiinniinnninssnncsnsnnssssssssssssassssssssssssssssssssssssssssssssssssssssssssssnsssssssssssssssssssssssssssssssssssssssnsassssns 3
Authors and affilliatioNs.......ciiieniinniininssssssssssssesssssssssassssssassssssssssssssssssasns 4
1 How to use this dOCUMENT.........cciciriiriitnincnncsssiissssseessssssssassssssassssssasns 5
2 Context

2.1 NEXE STAGE REVIEW .ot sssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssassss 7
2.2 Future commissioning of regional traumMa SYStEMS.........cereeerrenneennersseesssesssssssssssssssssssssnses 7
3 Introduction to trauma and trauma systems

3.1 WAL IS TraUMAT.. . eeececeeceetiseeeetaeissessesessessssssesssessse s s s st s s s sssesas s esssessssssesssesssasssesssessses 9
32 WHhat iS M@jJOr TraUMIAT ... eeeseieineiseisissississssssesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssns 9
3.3 HOW COMMON IS MAJOT TrAUMIATY ....eieeiireeiniisisesessessessessessesseasessessssssssssessssssssssssssessessassasssassss 9
34 What are the priorities in tralma Care? ... ssssssssssssssssssssssssssssssssssssssssssssses 10
35 What is @ regional trauma SYSTEM? ........ineninisissieisessissssssssssssssssssssssssssssssssssssssssssssens 10
3.6 What is @ Major tralma CENTIEY ... eeeeneeseeisesisessesssessssessssssssssssssssssssssssssssssssssssssssssssssssessssses 11
3.7 WHhat iS @ TraUM@ UNIT? ..cucceececeeiieeiseeieeseseesseseessesssesasesssesssssssesssessssssesssssssssssesssesssssssessssssssssessessas 11
4 UK trauma care: the case for Change ........iiveneninecnnenennnsnesnnsssssnsssssssssssssssssssssssasassssases 12
5 A regional trauma system model for the UK

5.1 Key components of a regional trauma SYStEM ........ccceceeueeneineeseesersseuseesssssesssesssesssssssesane 13
5.2 Pathways of care within the regional trauma SYStEM ........ccveeeecrrerernnresseessssssesssesssssssssesens 14
53 Clinical governance, quality assurance and performance improvement............cocccveeunee. 14
6 The commissioning cycle

6.1 ASSESSING NEEAS ...ttt sssssss st st sssssassssssssssssssssasssssssssssssssssssassssssssssnes 16
6.2 REVIEWING SEIVICE PrOVISION ...cucececeeeceintiisisisssessessessessesstasessssssssssssssssssssessessessassasssssssssssses 16
6.3 Planning capacity and managing demand............eeeneeneenseesesnseussessssssesssesssesssessesene 16
6.4 Shaping the StrUCtUre Of SUPPIY ... crrrrnrisrirressisssisetsssesssssssssssssssssssssssssssssssssssssssssssssssssssesens 17
6.5 MaNAGING PEITOIMANCE c....uuveeereeeieireeisssisesseesseessisssssisssssesssssssssssessssssssssssssssssessssssssssssssssssssssns 18
6.6 Seeking public aNd PAtIENT VIEWS ......irrnrinensinsinsssississssissssssssssssssssssssssssssssssssssssssssssssssns 19
6.7 FINANCE o bbb s 19
7 Other considerations

7.1 PAEAIATIICS c.ueereereeueeneieeieeisetisesseesesssess s ssssesssessse s sssesss s sss st s sase s sase bbbt s et s sasesasesane 21
7.2 BUINIS ottt e 21
7.3 RENADIITATION ...ttt s ssssssss i s s s s sssssass s ssssssssssssssssssesssesssssssesans 21
74 EMErgenCy PrePar@aESs..... i inininsissssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssens 21
7.5 Cross-boUNAAry COOPEIATION ......ccvirereireisissiseistiseisssssssesssssssasssssssssssssssssssssssssssssssssssssssssssssssnes 21
8 Appendices

8.1 TRE INJUIY SEVEITTY SCOME couueueereeeeeeeneeseeeeseeisesssesssesssessesssessssssesssssssssssesssessssssssssssssssssesssesssssssesass 22
8.2 Trauma audit and research NETWOIrK: OVEIVIEW ..........cceecuneeneeneererseesesssesssssessesssesssesane 22
83 Pathways of care as defined in the LONdoNn ProCess..........eeeneenecusesssseesesssessensnens 24
8.4 Optimal resources for designation of trauma NETWOTKS ..........ccevveerrcrenersnineissesssseessssssenns 26
8.4.1 GOVEINANCE AN CUITUIE ... eieieessesssesssesssesssessssasssssssssssesssesssssssassssssssssssssesas 27
8.4.2 QUANTY QN SAFETY ...cvurrvereerernerreiserreissesesssssssessssessssssssessssesssessasessssssssesssssssssssasessssesssessasessass 28

843 N ETWOTK Of @ CTIVENESS ...ttt eeeeseseseessesesesasassetesessssssessssasssesesassssesesassnsnessssasens 29



8.4.4
8.4.5
8.4.6
8.4.7
8.5

8.5.1
8.5.2
8.6

8.6.1
8.6.2
8.7

8.7.1

RENADITITATION ettt sss bt s s b s s s s ssss s bsnsessans

EAUCAtION @Nd traiNING c.ccieceeeiiereieiseissieissiseisssssssssssssssssssssssssssssssssssssssssssssssssesssssssssessssass

Research and deVeIOPMENT ... iriseisieiseissisesissssesssessssssssssssssssssssssssssssssssssssssssens

PrevenTtioN STrAtEQIES.....ccvirereeereeireeisesiseaesssesasesseessesssessssssssssssssasssssssssesssssssssssssssssesssssssens
Optimal resources for designation of major trauma centres

[INSTItULIONAl COMMITMENT ..ottt ssssssss s ssssssssesssesssssssesssssssssses

SEIVICE ettt st sssssssssssssss s s a bbb sn s s ssassssssssssssssssssssssnsns
Optimal resources for designation of trauma units

[INSTItULIONAl COMMITMENT ..ottt ssssssss s ssssssssesssesssssssesssssssssses

SEIVICE ANA PrOCESS ouvvernrerrriseirsesisesssessssesssssssssssssessssssssssssssssssssssssssessssssssesssssssssssssassssssssessssssssns
Optimal resources for designation of rehabilitation services

SEIVICE ANA PrOCESS ..cucvurrirrerseiesisesssssssessssssssssssssssssssssssssssssesssssssssssssssssssssssssssssssssssssssssssssssssssssens

RO EIEINCES. .c.uuueeeeereeerreernreesseeessseecssseecssssecssssesssssessssessssssesssssassssssssssessssssssssssesssssesssssssssssssssssess



FOREWORD

FOREWORD

Over recent months | have had the pleasure of chairing an intercollegiate group, brought
together to develop standards and guidance to support those involved in the planning,
commissioning and delivery of high-quality trauma care.

For many years the medical profession has called for an overhaul of trauma services and for
those services to be organised into networks that covered a defined region and met the needs of
all trauma patients. The findings from the Next Stage Review confirmed what we already knew:
the care of severely injured patients was largely suboptimal. That virtually all of the strategic
health authorities’ (SHASs’) visions arising from the review cited improvements in trauma care as a
priority was gladly welcomed, as was the appointment of the National Clinical Director, Professor
Keith Willett.

Our group, comprising key royal colleges, specialty associations and faculties, as well as
vital patient and public representation, has sought to develop information and guidance on
the benefits of regional trauma systems across the country. NHS London has very much led
the way in developing robust and transparent criteria to support the designation of trauma
services within the capital. | make no apologies for drawing heavily on their excellent work. The
Healthcare for London team and the supporting clinical expert group are to be commended.

We are of course acutely aware of the demographic differences between various parts of the
country. Individual SHAs will need to interpret the guidance to meet their own needs. There is no
‘fit-all’ scenario.

| should point out that the document deals largely with adult trauma. While this forms the
bulk of trauma care provision, the intercollegiate group fully acknowledges that further work
is urgently required to look specifically at paediatric trauma care, burns care and rehabilitation
services.

I would like to thank the intercollegiate group, in particular Professor Karim Brohi and
Professor Tim Coats, for bringing this work to fruition. | would also like to thank Mrs Jo Cripps for
her administrative support. | hope you will find the document useful. | certainly commend it to
you as a vital support tool as you develop and implement your integrated trauma care systems.

—

Richard Collins
Chairman, Intercollegiate Group on Trauma Standards
Vice-President, The Royal College of Surgeons of England



AUTHORS AND AFFILIATIONS

AUTHORS AND AFFILIATIONS

Professor Karim Brohi Professor of Trauma Sciences, Queen Mary School of Medicine and
Dentistry, London; Consultant and Vascular Surgeon, Barts and the London NHS Trust

Ms Tracy Parr Trauma Network Development Manager, Healthcare for London

Professor Timothy Coats Chairman, Trauma Audit and Research Network

INTERCOLLEGIATE GROUP ON TRAUMA STANDARDS

Mr Richard Collins (Chair) Vice-President, The Royal College of Surgeons of England
Professor Timothy Coats Chairman, Trauma Audit and Research Network

Professor Julian Bion and Professor Chris Dodds The Royal College of Anaesthetists
Dr Tony Nicholson The Royal College of Radiologists

Mr Don MacKechnie Vice-President, The College of Emergency Medicine

Dr lan Maconochie The Royal College of Paediatrics and Child Health

Ms Suzanne Shale Lay member of council, The College of Emergency Medicine

Ms Karen Wilson Care Quality Commission

TRAUMA STANDARDS WORKING GROUP

Professor Keith Porter The Faculty of Pre-Hospital Care
Professor James Ryan Military Surgery

Lieutenant Colonel John Etherington Rehabilitative Care
Dr Christine Collins The Royal College of Physicians

Dr Robert Crouch The Royal College of Nursing

Mr Paul Sutton South East Coast Ambulance Service

Mr Anthony Marsh West Midlands Ambulance Service
Mr Bob Winter Intensive Care Society

Professor Chris Moran British Orthopaedic Association



HOW TO USETHIS DOCUMENT

1T HOWTO USETHIS DOCUMENT

PURPOSE

This document aims to provide generic information on trauma and trauma systems, and
presents a proven practical and evidence-based model suitable for regional trauma systems in
the UK. It is aimed at regional commissioners and other stakeholders involved in the assessment
of the provision of trauma care and the reconfiguration of services to regionalised trauma
systems.

BACKGROUND

This document was produced by an intercollegiate trauma standards working group, comprised
of nominated representatives of medical royal colleges, specialty associations and patient
representatives from the bodies listed on the previous page. The document pertains particularly
to the management of adult trauma. We have incorporated some general recommendations for
the consideration of paediatric services and rehabilitation. Further guidance is expected to be
forthcoming.

The trauma-system model is built in large part upon the results of the ongoing Healthcare
for London major trauma project. This model in turn is based upon public health models of
trauma systems operating in North America, Australasia and Europe. These have proven efficacy
in reducing death and disability from severe injury.

Numerous information sources exist that describe different aspects of trauma-care delivery.
These range from evaluations of trauma-care performance to descriptions of trauma systems.
The document synthesises this information into a format that can be used by commissioners.

It should be used as a guide to the establishment of a commissioning and quality-assurance
process for trauma-care improvement on a regional level.

STRUCTURE
1. How to use this document (this section)
2. Context

Current drivers for regionalisation and the national process for trauma system
development
3. Introduction to trauma and trauma systems
Background information on trauma and the evidence for reconfiguration to regional
trauma systems
4. UKtrauma care: the case for change
The current state of trauma care in the UK and the potential impact of regionalisation
5.  Aregional trauma-system model for the UK
The structure, function and performance assessment of a UK regional trauma system
6. The commissioning cycle
A stepwise approach to service assessment, system designation and implementation
7.  Other considerations
Related services and systems not included in this report
8. Appendices
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Description of the injury severity score (ISS)

Appendices (continued)

Trauma Audit and Research Network (TARN)

Trauma pathways

Designation criteria for trauma systems, major trauma centres and trauma units
References



CONTEXT

2  CONTEXT

2.1  NEXT STAGE REVIEW

Over a number of years in the UK, several reports have been produced that have examined the
quality of trauma care delivered to injured patients."? The consensus view contained in these
reports was highly critical of the quality of service provided to trauma patients. Despite these
reports the quality of trauma care has remained poor in the UK in relation to other international
comparators.®

In 2008 the Department of Health published the final report of the Next Stage Review for
the NHS.* The overarching theme of the document was putting quality at the heart of the NHS.
Entitled High Quality Care for All, it set out the visions of each NHS region in England. These were
developed in conjunction with local clinicians and other health and social care professionals
in each area. Acute care groups formed in each of the regions gave compelling arguments for
creating specialised centres for certain conditions, including major trauma. These plans for
developing major trauma care across the UK are now at varying stages.

An earlier vision describing the necessity for improving the quality of services in London
was published in 2007. A Framework for Action identified improvements in major trauma as being
a priority for the capital.” A project was set up that year under the auspices of the Healthcare
for London (HfL) programme to look at options to deliver this vision. A significant amount of
work has been undertaken during this time to develop these proposals. This led to a public
consultation on the options for delivering major trauma care in London. Following this a decision
has been taken by the Joint Committee of Primary Care Trusts in London to commission four
trauma networks to deliver trauma care.

2.2 FUTURE COMMISSIONING OF REGIONAL TRAUMA SYSTEMS
A national process for the delivery of regional trauma systems will be led by the National Clinical
Director for Trauma Care, Professor Keith Willett. For the purpose of this document he has stated
that:
‘The resulting programme, through the development of clinical advisory
groups, is investigating the evidence, national and international guidance and
research required to assist SHAs in the successful execution of trauma networks.
The programme will aim to deliver treatment for everyone which a) is based around
the needs of individuals irrespective of where they suffer those injuries, b) delivers
the patient as rapidly and safely as possible to the hospital that can manage
the definitive care of their injuries either directly or by expedited inter-hospital
transfer, c) supports the victim’s family, d) defines a comprehensive prescription for
rehabilitation and, importantly, e) moves the responsibility for definitive patient
care from the receiving clinical team to the trauma network when the initial
receiving unit is incapable of that care.
‘Such change can only occur by leadership at SHA-level steering
commissioning for acute hospitals and ambulance services and working with
designated trauma leads in each acute trust to develop bespoke direct transfer and
referral policies. Currently many regions do not have key specialties
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(eg neurosurgery, orthopaedic trauma, plastics) co-located. The provision of pre-
hospital airway skills, use of retrieval teams, open access policies, modes of transfer
(including helicopters), 24-hour trauma team leaders, immediate access trauma
theatres and intensive care and rehabilitation facilities will be components of each
network’s individual solutions.

December 2009

Other areas of work that the National Clinical Director will examine will include the
contribution of commissioning, audit, modelling, metrics, standards, payment by results,
healthcare resource groups, critical care capacity, interventional radiology, rehabilitation,
behavioural change, workforce, and training needs to improve outcomes of patients who have
suffered major trauma.
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3 INTRODUCTION TO TRAUMA AND TRAUMA SYSTEMS

3.1 WHATISTRAUMA?

Trauma is a disease caused by physical injury.

The word ‘trauma’ means wounding due to physical injury. It is important, however, to
understand trauma as a disease entity. Although there are many ways to cause injury (road traffic
incidents, falls, sporting injuries, occupational hazards, knife and gun injuries), they all result in
trauma.

Trauma as a disease is a leading global public health problem affecting 135 million
people a year and is responsible for about 5.8 million deaths annually (approximately 10% of all
deaths).’ Around 50 million people are moderately or severely disabled due to injury and over
180 million disability-adjusted life years are lost annually. Trauma exacts a major toll on families,
communities and society.” The global burden of disease due to trauma is expected to increase
dramatically in coming years, becoming the third leading cause of death by 2020.

In the UK, trauma is a leading cause of death in British citizens across all age groups, with
over 16,000 deaths due to injury in England and Wales each year.? It is one of the few disease
categories in which mortality is increasing.”'® The annual cost to the NHS of treating trauma
injuries is currently estimated at £1.6 billion, about 7% of the total annual NHS budget.”

3.2 WHATIS MAJORTRAUMA?

Major trauma is trauma that may cause death or severe disability.

For the purposes of trauma systems quality assurance and performance improvement, major
trauma is defined as those patients with an injury severity score (ISS) of more than 15. (See
Appendix 8.1 for a description of the injury severity score.)

For the purposes of a regional system, major trauma also includes any injury so complex
that it exceeds the capabilities or expertise of the receiving unit.

Some patients with an ISS below 15 are also at risk of death and disability. For example, the
elderly or very young may be more likely to die from a more moderate injury than a young adult.
These patients should also be managed in a major trauma centre and triage protocols should be
designed to enable this. In addition, patients with multiple fractures and musculoskeletal injuries
often have an ISS<15 but suffer severe, permanent disability that can be reduced by specialist
care at major trauma centres.'>'3

Note that the ISS is calculated retrospectively after all the patient’s injuries have been
identified and catalogued. The ISS is only useful for commissioning and monitoring system
performance and not for directing patient flows.

3.3  HOW COMMON IS MAJOR TRAUMA?

Major trauma admissions to hospital (IS5>15) are estimated at 27-33 patients per 100,000
population per year (about 40% of trauma deaths occur at the scene of the incident.) About 15%
of all injured patients have sustained major trauma. Major trauma represents less than 1 in every
1,000 emergency department admissions.
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The exact numbers of major trauma patients in England and Wales are unknown due to
lack of robust population-based data collection. The quality of available data varies from region
to region.

3.4 WHAT ARETHE PRIORITIES IN TRAUMA CARE?
The overall goal of a regional trauma system is to reduce death and disability following major
trauma.
The major trauma patient pathway is described as a‘trauma chain of survival’ Trauma patients’
lives are saved by immediate pre-hospital interventions and then transfer to specialist surgical
facilities in which bleeding can be controlled, traumatic brain injury managed and specialist
critical care instituted. The trauma chain of survival therefore depends on an optimised pathway
that includes pre-hospital care, emergency departments, specialist operating teams and critical
care facilities. The chain continues into a phase of reconstruction, in which injuries are repaired
and rebuilt, followed by rehabilitation and reintegration into society.

Priorities are therefore:

» identifying major trauma patients at the scene of the incident who are at risk of death or

disability;

» immediate interventions to allow safe transport;

» rapid dispatch to major trauma centres for surgical management and critical care;

» coordinated specialist reconstruction; and

» targeted rehabilitation and repatriation.

3.5 WHATIS AREGIONAL TRAUMA SYSTEM?

A regional trauma system delivers optimal trauma care to a population on a public health model.
A regional trauma system serves a defined population to reduce death and disability following
injury. The trauma system includes public health, injury prevention, emergency medical services,
all trauma-receiving hospitals, major trauma centres, rehabilitation services, research, education
and systems governance.

The trauma system optimises the use of resources, so a trauma patient is treated in the
right place at the right time by the right specialists. Major trauma patients are treated at major
trauma centres, while other trauma patients are treated at trauma units. (Not all trauma patients
should be treated at major trauma centres — see 3.7 below).

This requires optimisation of pre-hospital triage, bypass protocols, development of trauma
unit emergency management protocols and rapid inter-hospital major trauma centre transfer
capability. Acute rehabilitation services and repatriation pathways allow targeted patient
rehabilitation in trauma units or dedicated rehabilitation facilities close to the patient’s home.

There is an active injury prevention programme to reduce the overall burden of injury for
a population. The system is underpinned by on going research and education activities. There
is a robust public system performance improvement programme, which monitors the health of
the trauma system, develops new policy and assures implementation. Inclusive regional trauma
systems combined with the designation of high-volume major trauma centres can reduce
mortality from major trauma by 40%."
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3.6 WHATISAMAJORTRAUMA CENTRE?

A major trauma centre (MTC) is a specialist hospital responsible for the care of major trauma
patients across the region.

The MTC has a clinical culture and management systems that reflect the importance of
integrated trauma care. The centre has a regional leadership role with responsibility for
optimising the pathways and care of major trauma patients wherever they are injured in the
region. It has senior clinical and executive commitment to the care of major trauma patients and
an integrated trauma service responsible for the ongoing care of all major trauma patients in the
hospital.

The MTC has all surgical specialties and support services to provide care for major trauma
patients regardless of their pattern of injury. It supports the other trauma units, pre-hospital care
and rehabilitation providers in the region in optimising the trauma chain of survival. The centre
has its own robust trauma clinical governance and performance improvement programmes and
assists in delivering quality assurance and quality improvement across the network. The MTC has
active and relevant research, education and injury prevention programmes that support trauma
care across the region.

Itis clearly recognised that there is a volume and outcome relationship in major trauma
care and it is recommended that the MTC should see at least 400 major trauma patients each
year. Major trauma centres with a sufficient volume of work to gain experience in managing
these patients have a 15-20% improvement in outcomes (at 600+ patients per year)."
Conversely, low-volume MTCs have little impact on patient outcomes. Each MTC should
therefore serve a minimum population of approximately 2-3 million people.

MTCs will also manage a certain proportion of trauma patients who are not major trauma.
These patients come from their local catchment area and from over-triage of trauma patients to
the centre. On average the ratio of trauma patients to major trauma patients seen in an MTC is
2:1. Regional trauma systems operate within existing systems and should not compromise care
of other emergency or elective patients. Instituting a trauma system has been shown to improve
the care of other non-trauma emergency patients, reducing emergency department waiting
times, improving operating room access and reducing hospital stays.®

3.7  WHATIS ATRAUMA UNIT?

A trauma unit (TU) manages injured patients in its local catchment area.

ATU is responsible for the management of trauma patients who are not classified as having
major trauma. Patients with less severe injuries (ISS<15) do no better and may do worse if
managed in an MTC. This is in part because they may be de-prioritized compared to the major
trauma patients for operations, rehabilitation resources, etc.

TUs may also receive major trauma patients either due to under-triage errors or because
patients require immediate life-saving interventions prior to continued care at an MTC. TUs
have close links with the MTC through the network and immediate transfer agreements with
the centre when a major trauma patient is received at a TU. The TUs have a responsibility to
engage in trauma system activities including data collection, governance and performance
improvement, research, education and injury prevention.
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UK TRAUMA: THE CASE FOR CHANGE

UKTRAUMA CARE: THE CASE FOR CHANGE

Injury is a leading cause of death in British citizens across all age groups, with over 16,000
deaths due to injury in England and Wales each year.?

In the absence of a trauma system, over 30% of all in-hospital trauma deaths in the UK are
preventable and due to substandard management."”

Implementation of a regionalised trauma system can rapidly reduce the preventable death
rate to close to zero.'®*

Regionalisation of care to specialist trauma units reduces mortality by 25% and length of stay
by four days.?’

High-volume trauma centres reduce death from major injury by up to 50%."

Time from injury to definitive surgery is the primary determinant of outcome in major trauma
(not time to arrival in the nearest emergency department).?

Major trauma patients managed initially in local hospitals are 1.5 to 5 times more likely to die
than patients transported directly to trauma centres.

There is an average delay of 6 hours in transferring patients from a local hospital to a major
trauma centre. Delays of 12 hours or more are not uncommon. Across the UK, almost all
ambulance bypasses can be achieved in less than 30 minutes.?*

Longer pre-hospital times have minimal effect on trauma mortality or morbidity — even in
very rural areas such as the west of Scotland.*

Trauma centres have significant improvements in quality and process of care. This effect
extends to non-trauma patients managed in these hospitals.”*

Costs per life saved and per life-year saved are very low compared with other comparable
medical interventions.?’#

Currently UK mortality for severely injured trauma patients who are alive when they reach a
hospital is 40% higher than in the US.%

Without regionalisation, trauma mortality and morbidity in the UK will remain unacceptably
high. The likelihood of dying from injuries has remained static since 1994 despite
improvements in trauma care, education and training.?63°
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A REGIONAL TRAUMA SYSTEM MODEL FORTHE UK

KEY COMPONENTS OF A REGIONAL TRAUMA SYSTEM
A philosophy that the injured patient anywhere in the region is the clinical responsibility of
the trauma system and that clinicians have a clinical responsibility that extends outside their
traditional boundaries.
A culture of integrated multi-disciplinary working across specialist and professional groups,
with trauma care seen as a specialist area of expertise.
A regional system integrating hospital and pre-hospital care to identify and deliver patients to
a place of definitive care quickly and safely.
A pre-hospital care system closely integrated into the trauma system, with defined triage,
bypass and inter-hospital transfer protocols.
A network of hospitals designated as trauma units and major trauma centres, each with
defined capability and capacity, and predetermined transfer agreements for optimising
casualty flow.
A specialist major trauma centre that has responsibility for the management of all major
trauma patients in the region.
Acute rehabilitation services to improve outcomes and restore casualties back to productive
roles in society.
A continuous process of system evaluation, governance and performance improvement
across the network.
Ongoing training and education for all pre-hospital, hospital and community healthcare
professionals involved in the care of injured patients.
An active injury prevention programme to reduce the burden of injury for the population the
network serves.
A responsibility towards research into trauma and its effects, to improve continuously care
and outcomes following injury.
Integration with emergency preparedness and the ability to implement a system-wide
response to disaster and mass casualty incidents.
A clinical and administrative structure to oversee system activities, led by a clinician.
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PATHWAYS OF CARE WITHIN THE REGIONAL TRAUMA SYSTEM

The system is designed to match severity of injury to optimal resources and expertise.

»

»

»

»

»

»

53

injured
patients

pre-hospital

major trauma
centre

rehabilitation

Major trauma patients are identified at the incident scene through the use of a triage protocol
and transported directly to MTCs.
Major trauma patients may be seen at TUs if:

« pre-hospital providers elect to take a major trauma patient to a TU if they require an

immediate life-saving intervention;

« the full extent of the patient’s injuries are not appreciated initially; or

 the patient is brought to the TU by family/friends or via another non-standard route.
The system must be able to manage under-triage. There is therefore a specific pathway for
immediate notification and transfer of patients from TUs to MTCs.
Once identified as a patient requiring transfer to a MTC, responsibility for timely and
appropriate definitive care rests with the MTC.
There are predefined pathways for major trauma patient rehabilitation and repatriation after
the end of the acute phase of care.
Detailed pathways of care used in the London process are given in Appendix 8.3.

CLINICAL GOVERNANCE, QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT

A robust performance improvement programme underpins the public health model of the
regional trauma system.

»

A defined dataset is collected on all injured patients across the network by pre-hospital care
providers, TUs and MTCs.



A REGIONAL TRAUMA SYSTEM MODEL FOR THE UK

»

»

»

»

A regional trauma system clinical governance and performance improvement programme
assesses the health of the system, institutes policy development and assures implementation.
A similar process occurs in TUs, MTCs and pre-hospital care services. These programmes feed
into the regional process.

The system is assessed by measuring key performance indicators (KPIs) across the pathway of
care. KPIs will assess markers of quality assurance, patient safety and patient experience.

Key performance indicators will fall into categories of process of care, governance standards,
clinical outcomes, resource utilisation, training and education, and patient experience.

The regional system, MTCs and TUs will feed data to national audit bodies including the
Trauma Audit and Research Network (TARN) (see Appendix 8.2).
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6 THE COMMISSIONING CYCLE

6.1  ASSESSING NEEDS
The case for change outlined earlier describes in detail the need for regionalised trauma systems
in order to deliver patient outcomes comparable to those in many parts of the world.

6.2 REVIEWING SERVICE PROVISION
Current service provision.
Clinical work streams should be established to understand how current service provision meets
expected needs, designation criteria and quality measures. These need to be actioned within
potential major trauma centres as well as across the region. The latter will feed into the regional
governance structure.

Work streams include:

» Pre-hospital care

» Emergency departments

» Urgent diagnostics

» Specialist surgical services

» Emergency operating facilities

» Interventional radiology

» Critical care access

» Ward beds

» Rehabilitation - acute, general and specialist

» Emergency preparedness and major incident planning

For those involved in contributing to the work streams at a regional level, a clear
understanding of the amount of time that needs to be committed should be stated. For those
giving large amounts of time, arrangements should be made to second them into the SHA to
ensure their ability to devote the necessary input to the project.

In addition, there will be a need for a team of people to drive the project deliverables
linked in with the project governance arrangements. The skills required will include project
management, data analysis and external communications.

6.3 PLANNING CAPACITY AND MANAGING DEMAND
Determining the incidence of trauma and major trauma.
Understanding the incidence of trauma and especially major trauma in the region is key to
system design and development. For most regions, robust population data on major trauma
patients do not exist, as less than half of all hospitals routinely collect injury severity data on
trauma patients.

A number of data sources are available from which population estimates may be
extrapolated:
Existing TARN submission (see Appendix 8.2)
Hospital episode statistics (HES) data
Ambulance service data
Intensive Care National Audit and Research Centre (ICNARQC)

M

M

M

M
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» Other in-hospital trauma registries

» Extrapolating from other regions with similar population distributions

Instituting data collection (through TARN data submission) at all hospitals early in the
systems development process will significantly improve patient estimates and enable accurate
strategic planning.

Understanding distances and travel times.
Key times for system functioning are:

» time from injury to arrival of pre-hospital teams; and

» time from injury to definitive care.

Understanding the geography of the region and main transport routes will aid decision-
making regarding the deployment of paramedic services, the degree of expertise required,
expected distribution of patients between MTCs and TUs and requirement for secondary transfer
and retrieval services.

Existing ambulance service data can be analysed to produce travel time contours to
anticipated MTCs. There will be different analyses required for urban and rural environments.
In London for example, travel times were undertaken by sourcing ambulance records and
comparing them with normal road journey times sourced from a commercial database.
Additional information was used in the calculation to determine the effects of rush-hour
traffic and the increase in speed when travelling by blue-light ambulance. This enabled maps
illustrating contours of equal journey time around specified locations (known as isochrones) to
be generated. Further information on this methodology is available.®

An understanding of the journey times involved in getting patients to definitive care
and the ability to explain the impact of these on patient outcomes is an important aspect of
implementing a regional trauma system.

6.4 SHAPING THE STRUCTURE OF SUPPLY

Structuring the regional system and core components.

The regional system must deliver trauma care to optimal standards of clinical quality, patient
safety and patient experience, and meet key performance indicators (KPIs) intended to monitor
system health. The pathways and resources used to deliver the standards are not prescribed and
trauma networks must develop local solutions, given local capability and capacity.

The designation criteria for networks, MTCs and TUs given in Appendices 8.4-8.7 are
suggested resource and system requirements and are based on available expertise and
contemporary wisdom.

Core system infrastructure is required to implement and monitor the evolution of the
regional system. These components include a regional trauma systems office, system director, a
system manager and system data collection and performance monitoring teams. The regional
trauma office will work closely with commissioners and providers to report on and improve the
performance of the system. An annual report will provide a regular progress report — examples
are available.*
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Links also need to be made with neighbouring trauma systems as there will need to be
some common practices, demand sharing, emergency preparedness planning and boundary-
zone planning across regions.

Identifying potential major trauma centres.
Within a region the number of hospitals that would be candidates for major trauma centre status
is limited. However, it is likely that not all required services will be present on a single site, or that
these services will not be operationally capable of providing service to a level required of a MTC
— either from a quality or volume standpoint.

A candidate list of major trauma centres will determine the number of networks within the
region and inform the transformation process in terms of major trauma patient densities, access,
geography and costs associated with reconfiguration of services.

6.5 MANAGING PERFORMANCE

Establishing a framework for developing a regional trauma system.

Individual SHAs will establish their own arrangements for approaching the establishment of a
trauma system within their geographical area. This will include clear governance arrangements
for decision-making and accountability. Following the commissioning cycle ensures that the
appropriate planning, design of services and monitoring is undertaken.

Monitoring the process and quality of care — KPIs
Trauma systems will be monitored and assessed through continuous measurement of outcomes
and the process of care delivery. KPIs will be used to ensure that the networks, major trauma
centres and trauma units are delivering resource-efficient optimal trauma care. A select few of
these KPIs will be used as a basis for ongoing commissioning.
KPIs will fall under the following broad categories:
» Resource
Example: (MTC) trauma teams are consultant-led at all times
Example: (MTC) emergency fresh-frozen plasma is available within 15 minutes of request
» Process
Example: (MTC) emergency CT scan is performed within 30 minutes of arrival
Example: (network) emergency neurosurgery (craniotomy) is performed within four
hours of injury
Example: (MTC) spinal assessment is complete within four hours of injury
» Outcome
Example: (MTC) mortality from haemorrhagic shock is below 30%
» Governance
Example: (network) complete submission of required trauma datasets to TARN
Example: (MTC) specialty liaisons attend performance improvement meetings
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» Training and education
Example: (MTC) All trauma team members have current ATLS®/ATNC/TNCC or equivalent
certification
Example: (MTC) specialty surgeons are current in trauma-specific continuing
professional development
» Patient experience
Example: (network) repatriation for rehabilitation occurs within 72 hours

The final set of key performance indications has not yet been defined for the London
system.

6.6  SEEKING PUBLIC AND PATIENT VIEWS

Due to the complex nature of injuries sustained by major trauma patients, there is no one patient
body that represents major trauma patients with whom linkages can be made in order to inform
the development of regionalised trauma systems. A number of voluntary sector organisations
exist that are equipped to provide patient input, along with the patient representative groups
from the royal colleges and other professional bodies. In addition, other input from patients on a
local level may be obtained through the Local Involvement Networks (LINks,
www.dh.gov.uk/en/Managingyourorganisation/PatientAndPublicinvolvement/DH_076366).

6.7 FINANCE

Major trauma is not as easily defined as other surgical groupings using existing management
information and so there is likely to be no comprehensive or systematic count of the volume
or nature of major trauma activity taking place across SHAs. In addition, as the activity is
imperfectly captured by healthcare resource groups (HRG) v3.5, the spell costs are only poorly
represented in the payment-by-results (PbR) tariffs at present.

The HfL project used the ISS system to categorise trauma into major and non-major. The
ISS is an anatomical scoring system that provides an overall score for patients with multiple
injuries. The score can be from 0 to 75 and a reasonably accepted definition of major trauma
is activity with an ISS score of higher than 15. 1SS scoring is provided by the Trauma and Audit
Research Network (TARN). While this system is clinically meaningful it should be noted that it has
not been designed to reflect resource consumption.

The publication of HRG v4 with a subchapter on polytraumatic injury is a step towards
better identifying major trauma-type activity. Even so only 50% of major trauma, as defined
by ISS, falls into this subchapter. Also the PbR tariff for this activity still does not properly
remunerate the spell cost of the activity.

HfL proposed a specification for its major trauma centres. In considering the additional
costs of the major trauma service in London an element of the costs was deemed to be fixed and
driven by the specification; this could be met by the payment of a quality premium (possibly
through a Commissioning for Quality and Innovation-type mechanism). The other noteworthy
element of system cost relates to the concentrating of under-remunerated activity into a few
centres; this has led to the consideration of a tariff top-up. At the time of publication, neither
of these funding elements has been finally agreed but SHAs may wish to consider appropriate
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funding for trauma care.

At a national level, consideration will have to be given to ensuring that HRG v4 better
discriminates polytrauma and that the costs associated with this activity are properly compiled
by trusts so that the resultant PbR tariffs are calculated correctly. This will not happen in the
short term and due to the averaging effects of PbR and coding, may not ever reflect truly the
cost of this activity in the tariff. SHAs may wish to follow the above model with a fixed element of
funding and a top-up on tariff.
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7 OTHER CONSIDERATIONS

7.1  PAEDIATRICS

The provision of care for seriously injured children should be considered alongside that of adults
in order to realise the benefits of co-locating services. There are too few injured children in the
UK to give sufficient experience for separate systems to treat children. The injured child therefore
needs to be the responsibility of the trauma system but with additional expertise drawn from
paediatric specialists. There will be considerable variation between SHAs in their approach to this
depending on availability of specialist children’s services. Links with regional children’s retrieval
services might be helpful in defining the pathway for injured children.

7.2 BURNS

It is uncommon for burns to be associated with multiple other injuries. Burns care also benefits
from integration with the trauma system. Ideally burns care should be co-located within a MTC.
If such care is not co-located robust arrangements need to be in place to deliver multi-specialist
care (or transport of the patient to a place in which such care can be given). Care for the child
with burns can be delivered more effectively if burn and paediatric services are co-located.
However, such services may need to be delivered on a national rather than a regional pattern.

7.3  REHABILITATION

Organised and integrated rehabilitation is key to the functioning and sustainability of a major
trauma system. Significant deficiencies exist in the capacity and capability of rehabilitation
services across the UK. This is across all domains, including physical and psychological, and
pertains to acute and chronic rehabilitation. Future work steams are planned and seek to address
these deficiencies. It is recommended that development of a trauma system incorporates
assessment of rehabilitation within all phases of design and implementation.

7.4  EMERGENCY PREPAREDNESS

Emergency preparedness and major incident planning is best undertaken in the context of a
regional trauma system. Existing capabilities need to be taken into account when developing a
regional trauma system to ensure resilience, effective emergency response and appropriate use
of resources. Cross-regional plans for ‘mutual aid’ between regional trauma systems must be in
place.

7.5 CROSS-BOUNDARY COOPERATION

Patients who are injured near to the boundary between regions may, depending on the
geography of local services, be better cared for in a neighbouring system (for example the
nearest MTC may be in another region). Each trauma system should have robust agreements

with its neighbours that define how cross-boundary treatment and repatriation issues are
handled.
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8 APPENDICES

8.1 THEINJURY SEVERITY SCORE

The injury severity score (ISS) is an anatomical scoring system that provides an overall score for
patients with multiple injuries.>* Each injury is assigned an abbreviated injury scale (AlS) score,
allocated to one of six body regions (head, face, chest, abdomen, extremities (including pelvis)
and external). Only the highest AlS score in each body region is used. The three most severely
injured body regions have their score squared and added together to produce the ISS score.

The ISS takes values from 0 to 75. If an injury is assigned an AlS of 6 (incompatible with life),
the ISS score is automatically assigned to 75. The ISS correlates with mortality, morbidity, hospital
stay and other measures of severity.

Its weaknesses are that any error in AlS scoring increases the ISS error; many different injury
patterns can yield the same ISS score; and injuries to different body regions are not weighted.
Also, as a full description of patient injuries is not known prior to full investigation and operation,
the ISS (along with other anatomical scoring systems) is not useful as a triage tool. The system
is not currently included in the training curricula for pathology, radiology or surgery so clinical
injury descriptions (for example in operating notes, radiology reports or post-mortem reports)
seldom use the AlS’s internationally recognised terminology for describing injuries.

Its strengths are that it is internationally accepted, giving a common language by which
injuries can be described. It is well validated, reproducible and provides a well-established tool.
It provides the basis for probability of survival scores, which can be used to identify cases (the
‘unexpected’survivors and deaths) for further detailed review in multidisciplinary trauma audit
meetings. These scores can also be used to compare institutional or system performance.

Example ISS calculation

Region Injury description AIS Square top three
Head and neck Cerebral contusion 3 9
Face No injury 0
Chest Flail chest 4 16
Splenic contusion 2
Abdomen Complex liverinjury 5 25
Extremity Fracture femur 3
External No injury 0
Injury severity score 50

8.2 TRAUMA AUDIT AND RESEARCH NETWORK: OVERVIEW

The Trauma Audit and Research Network (TARN) has been working with NHS trusts across
England and Wales for 20 years. It aims to improve emergency healthcare systems by collating
and analysing trauma patient care data within each trust. The registry of more than 250,000
injured patients provides a statistical base to support clinical audit and is a rich source of
information to support trauma service improvement.
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TARN produces monthly clinical and quarterly comparative reports for 60% of hospitals
in England and Wales. These aid multispecialty clinical case review and systems of trauma
care evaluation. The epidemiology and level of trauma care can be accurately assessed and
developed within a hospital or network of care.

TARN is a non-profit organisation (part of the University of Manchester) and is funded by
participation fees. The trauma registry has already provided long-term stability for trauma audit
and has been viewed as a potential future model for other national clinical audits. This non-
profit-making funding model has enabled TARN to exist for 17 years with widespread support.>3
Both reports recommend that all NHS trusts should take part in national trauma audit through
TARN, thus ensuring the continued strength of the organisation.

The data collection and reporting system is web-based and generically designed so that
data may be entered on interventions, observations, investigations, surgical procedures and the
details of the clinicians who attended the patient. Since a trauma patient may be treated in many
departments in the pre-hospital and hospital setting, the design encourages data entry at any of
these locations.

Comparisons of trauma care were successfully published in August 2007 on an open access
website (www.tarn.ac.uk) with full agreement of NHS trust medical directors and in accordance
with national recommendations that patients and the public have direct access to outcome
information. The information on the website has been collected from many of the hospitals
that treat trauma patients in England and Wales and shows rates of survival and adherence to
standards of trauma care. Other hospitals, which do not currently collect this information, are
also listed for completeness.

Rates of survival and adjustment for risk are displayed as follows:

4 2.8 additional deaths out Outcomes (survival or death) after trauma N
of every 100 patients are best measured by the number of those
. who actually survive compared with the
| number who are expected to survive,
| The numbers of expected survivors

i are generated from the TARN database of
E thousands of patients who have already
: been treated for similar injuries.

12 0 +12 The horizontal white line in the chart

\_ represents a 95% confidence interval. J
Figure courtesy of TARN

Yearly figures for rates of survival are reported in two-year intervals so that the hospital
staff and patients are able to monitor the effectiveness of their local trauma care closely. It is
important to review how injured patients are cared for at regular intervals since treatment and
practice at the hospital may change.

Data quality is assured by internal system validation and checks against other national
systems. The information provided on the website is collected in different ways by different
hospitals. Some hospitals have better resources than others for collecting data and this may
affect the quality and completeness of the data.
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8.3  PATHWAYS OF CARE AS DEFINED IN THE LONDON PROCESS

High-level major trauma pathway

. Initial Pre-hospital Acute Acut.e o Community
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rehabilitation rehabilitation
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contact 4 i "| intervention “|  transfer
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unit
Major trauma centre - outline
” ICU T Follow-on
surgery }
Pre-hospital MT. L MT Ll surgery % 4 Specialist Rehabilitation
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Trauma unit - outline

> IcU Follow-on
surgery
Pre-hospital Trauma Trauma ) r } Specialist P
assessment reception diagnostics surgery Y J ward G EE)
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Y
Assessment Critical Alertand Major trauma
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intervention transfer centre
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8.4 OPTIMAL RESOURCES FOR DESIGNATION OF TRAUMA NETWORKS
Level of importance of criterion — in the HfL designation process, each criterion was allocated a
level of importance from 1 to 5, with 5 being the most important. When evaluating the bids for

trauma networks it was deemed that all level 4 and 5 criteria should be achieved in order for the
bid to pass.
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8.7 OPTIMAL RESOURCES FOR DESIGNATION OF REHABILITATION SERVICES

8.7.1 SERVICE AND PROCESS

APPENDICES: OPTIMAL RESOURCES FOR DESIGNATION OF REHABILITATION SERVICES

therapists

this stage

Criteria number Description Evidence Assessment Essential

75. Acute rehabilitation Not assessed at

inpatient this stage

76. Long-term Not assessed at

rehabilitation inpatient this stage

77.Long-term Not assessed at

rehabilitation outpatient this stage

78. Multi-injured patient Not assessed at
this stage

79. Amputee Not assessed at
this stage

80. Head injury Not assessed at
this stage

81. Spinal Not assessed at
this stage

82. Medical rehabilitation Job description | Not assessed at

director this stage

83. Rehabilitation physician Rota Not assessed at
this stage

84. Rehabilitation nurses Rota Not assessed at
this stage

85. Physiotherapists Rota Not assessed at
this stage

86. Occupational therapists Rota Not assessed at
this stage

87.Speech and language Rota Not assessed at

88. Social services

Not assessed at
this stage
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